A lumbar puncture soon after admission caused the headache to disappear, except for a jarring pain on moving the head from side to side. The patient vomited on several occasions after the lumbar puncture. About the beginning of September he noticed slight failure of vision, which slowly increased. No history of deafness, giddiness, or unsteadiness in walking could be elicited.
On admission to Middlesex Hospital he complained of slight pain above the left eye, and pain at the back of the neck if he jerked his head backwards or forwards. Mentally alert. Pupils dilated and equal; left reacted somewhat sluggishly to light. Slight weakness of left external rectus. Lateral nystagmus present, the slower movement being to the right. Approximately six diopters of papillcndema with a recent hEemorrhage above left disc. Vision: R. ' ; L. A. Visual fields full.
Corneal reflexes brisk. Sensation normal on both sides of face. Very slight weakness of lower part of left face. A watch was heard at 8 ft. from the right ear and 5 ft.
from the left ear. Bone and air conduction seemed both slightly diminished on-left side. Remaining cranial nerves normal. No sub-occipital tenderness. Repeated examinations by different observers failed to demonstrate any alteration in tone, power, reflexes or sensation in the upper and lower limbs. Co-ordination was normal on both sides, as was the gait. A mid-line cerebellar tumour seemed the likeliest diagnosis.
Mr. P. B. Ascroft operated on November 7, and disclosed a bighly vascular tumour of the left lobe of the cerebellum. No attempt was made to remove it.
The patient made a smooth recovery. The vision has improved, and the papillmdema is subsiding. Deep X-ray treatment was started at the end of November.
These two cases illustrate the difficulties that may arise in distinguishing between serous meningitis and a tumour situated in the posterior fossa. In the second case the headache was at first intermittent and was only partially relieved by lumbar puncture. Vomiting continued at intervals for several weeks. These features, in the absence of cerebellar signs, suggested a tumour rather than serous meningitis. In the latter condition, as a rule, the headaches begin abruptly and then lessen, perhaps disappearing entirely even though a high-grade papillcedema is present. These points, with the absence of signs, except usually an external rectus palsy, should suggest a serous meningitis rather than a tumour. A diagnosis of the latter condition is, however, difficult in the absence of a focus, in the ear, throat, or sinuses. In doubtful cases ventricular puncture should be carried out, and if the symptoms are relieved, lumbar puncture may be performed, without danger and repeated, careful note being made of its effect on the diplopia and papilloedema.
Di8CU88io0n.-Dr. N. S. ALCOCK said that Dr. G. M. Findlay, working at the Wellcome Institute, had found a virus in two cases which appeared similar to the first of these two, except that they showed cells in the cerebrospinal fluid, and it might be worth while to see whether antibodies could be found in the blood in this case.
Dr. G. S. HALL said that he considered the result in Dr. McAlpine'sfirst case a happy one, as the patient was left with almost full vision.
He questioned the opinion that the serous meningitis was secondary to tonsillitis; nearly always the site of infection appeared to be para-meningeal. Had the mastoid processes been examined by X-rays ?
Dr. McALPINE (in reply) said that the ear drums were normal. There had been no X-ray examination of the mastoid. Serous meningitis was a condition affecting young persons, usually under the age of 20.
Medulloblastoma of the Fourth Ventricle with Repeated Spinal
Recurrences.-J. ST.C. ELKINGTON, M.D.
R. H., male apprentice aged 17, attended hospital on September 11, 1935, complaining of double vision, deafness, and beadache, all of one month's duration.
Past health.-Good, except that a year previously he had developed mild " sciatica" on the right side and two months previously a similar pain had been felt on the left side. Immediately before the onset of sciatica he had been passed as fit for the Air Force. Family history negative.
Present illness.-He noticed quite suddenly when reading that his vision had become blurred, and from that time diplopia had been present. Shortly after he became completely deaf in the left ear and began to suffer from continual throbbing pain in the occipital region. His walking had become unsteady but no other symptoms were complained of.
Condition on examination.-A well-developed youth. Both fundi showed intense papilloedema with commencing atrophy, especially on the right. Visual acuity: R. -L. -; fields showed slight constriction on both sides; pupils normal; slight proptosis and variable weakness of both external recti. Other ocular movements full but nystagmus present on deviation to right and left. Fifth nerve function normal. Slight weakness on left side of face. Complete loss of function in both divisions of left eighth nerve but other cranial nerve functions normal. All limbs hypotonic with reduction of tendon reflexes. Slight signs of cerebellar inco-ordination in all limbs, more marked on left. No sensory disturbance. Gait showed marked cerebellar ataxy.
A skiagram of the skull showed convolutional atrophy of the vault and absorption of the posterior clinoids.
A cerebellar exploration performed on September 18, 1935, by Mr. R. H. Boggon revealed a large, solid tumour presenting posteriorly between the lobes of the cerebellum. A small piece was removed for section but no attempt at radical removal was made. The section showed the characteristic appearance of a medulloblastoma.
After operation rapid improvement took place and the patient was treated by a course of deep X-ray therapy. In November he attended the out-patient department. He had no headache or double vision. The fundi showed subsiding papillcedema with consecutive atrophy. The other physical signs were as before, but much less marked.
Early in December 1935 he complained of pain at the back of the neck and along the spines of the scapula, similar to the pain he had previously called ' sciatica". Within a few weeks he lost the grip in both hands and was again admitted to hospital.
Condition on admission.-Wasting and almost complete loss of power of the intrinsic muscles of both hands and flexors of both wrists; marked weakness of hand-grip on both sides. In other respects the motor system was normal. Cutaneous sensibility was completely lost on inner side of both hands, forearms, and arms, and in a band across the chest from the second to the fourth dermatomes. There was a marked loss of sense of position and vibration sense in both hands, especially in the fourth and fifth digits. Abdominal reflexes brisk. No motor, reflex, or sensory disturbance in legs. Sphincters unaffected.
A lumbar puncture showed a complete subarachnoid block with a yellow spontaneously coagulating fluid containing 2 85% of protein.
A further course of deep X-ray therapy was given, with the seventh cervical and the first dorsal spines as centres. A steady improvement was made throughout February, March, and April 1936, and by May 1936 the muscular wasting and weakness of the sensory disturbance in the upper limbs had completely disappeared.
In June 1936 the patient complained of weakness and dragging of the legs. On examination: Upper limbs normal ; spastic paraparesis, more marked on the left than on the right. Absent abdominal reflexes, accentuated knee and ankle jerks, and extensor plantar responses. Slight cutaneous sensory disturbance below eighth dorsal segment with considerable loss of postural sensibility in left leg.
He was again treated with X-ray therapy, centering the sixth and seventh dorsal spines, and improvement again took place.
In September 1936 the condition was much improved, though slight weakness was still present in the left leg. The abdominal reflexes had returned, the plantar responses were flexor, cutaneous sensory disturbance could no longer be demonstrated, but vibration and postural sensibility were still diminished in the left leg. In November 1936 he complained of further increase in weakness of the legs and the plantar responses were again extensor.
Tic-like Spasmodic Torticollis, with Occasional Upturning of the Eyes.-F. PARKES WEBER, M.D.
G. T., male aged 31, clerk. The tic-like spasmodic torticollis commenced gradually a year ago. During the spasmodic movements (which recur frequently) the chin is raised and turned a little to the left. He says that during the last three years, when reading or typewriting he has been subject to occasional attacks of upturning eyes. At first the attacks lasted about half a minute, but now they last as long as ten minutes; they occur once a month on the average, whereas they used to be more frequent (once a week). He has some difficulty in preventing these attacks from being noticed. Otherwise he seems to enjoy good health. Though the oculogyric spasms (and the tic-like torticollis) must almost certainly be of encephalitic origin, he only knows that in 1928 he was ill for three weeks with an illness supposed to be influenza, during which he slept a great deal.
Fundi oculi, normal. Wassermann reaction, negative. There seems to me slight deficiency of movement in the patient's face.
Dr. Parkes Weber added that many years ago he was interested in a well-built rather athletic policeman, aged 27T years, who suffered from what he (the patient) called a recurrent " drawing back of the head ", which made point duty impossible for him. This was a severe tic-like spasmodic torticollis, similar to that in the present case, only it was more violent and the head was drawn usually directly backwards, though sometimes it was also partially rotated to one side. No obvious cause was discovered, though a defeat in a boxing match was suggested by a psychotherapist as possibly having something to do with it. Dr. Weber saw the patient six years later, and found that he then had a more or less constant torticollis of moderate degree. He had obtained a relatively easy job, which enabled him to live fairly comfortably with his wife and two children. He thought that psychotherapeutic treatment, for which he had been recommended, had been of some use. Dr. Weber said he would like to hear to what extent tic-like torticollis conditions were likely to be of psychic origin. The latter case might really also have been of encephalitic origin. Disc8sion.-Dr. ANTHONY FEILING said that this patient was now under his care. There were several points of great interest about the case. He would have thought that the history established a strong presumption of encephalitis, and there was a history of oculogyric spasms which preceded the development of the torticollis movements. He did not think he had seen an association of oculogyric spasms with this movement as a sequel of encephalitis, and he had not seen those spasms except in patients who had symptoms of the Parkinsonian syndrome which he did not think this patient had.
Dr. ELKINGTON said that nine months ago this patient had attended his out-patient department, and he (the speaker) had arrived at the same conclusion as Dr. Parkes Weber. He thought the patient had a Parkinsonian facies, and the oculogyric crises branded the case as post-encephalitic.
Dr. 0. MAAS asked whether thjs might not be a case of dystonia musculorum deformans.
He examined a similar case years ago, and that was the diagnosis.
Dr. R. M. STEWART said he had had one case of the kind, which had terminated fatally, and in that there had been encephalitis. There was a similar history, but latterly the retraction of the head had become constant.
The report of other cases shown at this meeting will be published in the next issue of the PROCEEDINGS of the Section.
